Congenital fistulae between the tracheobronchial tree and oesophagus usually originate from the lower end of the trachea or right main bronchus. The case history is presented of a man in whom a fistula between the oesophagus and left main bronchus was not diagnosed until the age of 48. (Thorax 1994;49:835-836) Barium swallow showing a fistulous tract in the middle third of the oesophagus with contrast passing into the left main bronchus.
Tracheo-oesophageal fistula is a congenital malformation which represents less than 1% of oesophageal anomalies' and was first described by Lamb Three months later the patient was reevaluated because of worsening of his preoperative symptoms. He was unable to tolerate liquids due to cough and choking. A barium swallow revealed a fistula between the middle third of the oesophagus and an airway (figure). Bronchoscopy demonstrated a small orifice oozing blood stained material in the left main bronchus 1-2 cm beyond the carina. The patient underwent a right thoracotomy with closure of the fistula and interposition of a mediastinal pleural patch. The postoperative period was uneventful and the patient's symptoms disappeared.
Discussion Congenital tracheo-oesophageal fistulae are usually diagnosed in the neonatal period because of their frequent association with oesophageal atresia. Only cases without atresia may remain silent until adulthood. Blackburn and Amoury4 described 260 patients in whom the mean age of diagnosis was 33 years. Our adult case, with no significant symptoms until the age of 48, may be explained by three different mechanisms: (a) presence of an occluding membrane that subsequently ruptured; (b) presence of an oesophageal fold working as a valve that became incompetent with ageing;' (c) progressive slope of the fistulous tract due to the different growth rates for the trachea and oesophagus. 6 The location of the fistulous opening within the airway is usually the carina (91%).7 Location in the right main bronchus is observed in 8% of patients. A congenital fistula between the oesophagus and left main bronchus has not been reported in the medical literature.
The diagnostic techniques are a barium swallow and bronchoscopy. In our patient bronchoscopy allowed identification of the fistulous opening. The sensitivity of both diagnostic methods is summarised in the table. Oesophagoscopy has a lower yield than the other two procedures as it can be very difficult to visualise the oesophageal opening. This should always be performed, however, to rule out other causes.910
In some cases, including this one, the orifice of the fistula is hard to identify and hence a Nissen funduplication for gastro-oesophageal reflux is performed. The persistence of the symptoms after surgery led to a repeat barium swallow which demonstrated the lesion. 
